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Abstract  
Clinicians who support people from refugee and asylum seeking backgrounds are 
routinely exposed to stories of trauma as part of their work. Hearing these stories 
can be highly distressing for clinicians, but simultaneously provide opportunities for 
positive personal growth. Adopting a longitudinal qualitative design, we interviewed 
twelve service providers at two time points a year apart. We used a semistructured 
interview protocol and analyzed the data according to interpretative 
phenomenological analysis. Five superordinate and 19 constituent themes emerged 
from the analysis at Time 1 and Time 2. We found that participants were both 
positively and negatively affected by their work, and their experiences remained 
relatively stable across time. The participants highlighted the use of organizational 
and personal coping strategies to help minimize distress and maximize wellbeing. 
Adopting a broad repertoire of such strategies is not only advantageous for the 
service providers, but ultimately for those people they seek to assist.    
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The potential impacts of experiencing a highly distressing or traumatic event are well-
understood due to several decades of research dedicated to examining the lives of trauma 
survivors (e.g., Copping, Shakespeare-Finch, & Paton, 2010; Shakespeare-Finch & 
Armstrong, 2010; Siegel & Schrimshaw, 2000). Until recently, limited attention has been 
paid to the experiences of mental health professionals who assist or support survivors in their 
recovery from trauma (Author & Author, 2013). The past few decades have seen an increased 
interest in the impact of therapeutic work on the service provider (Cohen & Collens, 2012). 
There is emerging evidence to suggest that such work carries potential risks and rewards for 
the clinician (e.g., Author & Author, 2013; Moulden & Firestone, 2007; Sabin-Farrell & 
Turpin, 2003; Shakespeare-Finch, Smith, Gow, Embleton, & Baird, 2003). Examples of such 
risks include impaired job performance, compromised physical health, and increased 
psychological distress (e.g., Moore & Cooper, 1996). These adverse consequences (and 
others alike) have been described as symptoms of burnout. Maslach (1982) defined burnout 
as emotional exhaustion, depersonalization, and feelings of reduced personal accomplishment 
in the context of chronic strain from dealing extensively with human beings in pain. 
Researchers have found burnout to be closely related to organizational factors like role 
conflict, workload, and level of job satisfaction (e.g., Marriage & Marriage, 2005; Moore & 
Cooper, 1996).   
Burnout is a side effect of clinical work that can be experienced across multiple 
service contexts (Marriage & Marriage, 2005). In contrast, compassion fatigue is a term 
restricted to those working in the field of trauma (Canfield, 2005). Although encompassing 
aspects of burnout, compassion fatigue also includes the concept of secondary traumatic 
stress and is therefore used to describe the emotional duress experienced by people who are 
inherently exposed to trauma in their work-role (Figley, 1995). Signs of compassion fatigue 
resemble signs of posttraumatic stress disorder like reexperiencing client stories, avoiding 
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reminders of client stories, feeling numb, or feeling persistent hypervigilance and 
hyperarousal (American Psychiatric Association, 2013; Figley, 1995). Service providers can 
experience compassion fatigue after single interactions with traumatized service users 
(Figley, 1995). This concept however, fails to address the specific cognitive changes that can 
occur following exposure to traumatic material as captured by definitions of vicarious 
traumatization (Canfield, 2005; Pearlman & Saakvitne, 1995; Sabin-Farrell & Turpin, 2003). 
Vicarious traumatization (VT) is a more recent addition to the trauma literature, and 
comparatively less understood (e.g., Sabin-Farrell & Turpin, 2003). 
Vicarious traumatization describes the painful and disruptive psychological effects 
that result from repeated engagement with traumatic material (McCann & Pearlman, 1990; 
Pearlman & Saakvitne, 1999). It is often considered a natural and almost inevitable response 
to working with trauma survivors (Pearlman & Mac Ian, 1995; Pearlman & Saakvitne, 1995). 
VT is neither a reflection of pathology in the service provider, nor an intentional act of the 
service user (Pearlman & Mac Ian, 1995). VT is characterized by strong emotional reactions, 
intrusive images, and disruption to existing beliefs about self, others and the world (McCann 
& Pearlman, 1990; McLean, Wade, & Encel, 2003; Pearlman & Saakvitne, 1995). Evidently, 
there is a degree of overlap between vicarious traumatization, compassion fatigue or 
secondary traumatic stress, and burnout. Most notably, all of these concepts describe a series 
of negative reactions that follow exposure to traumatic or highly distressing client material 
(Figley, 1995; Maslach, 1982; McCann & Pearlman, 1990). Yet vicarious traumatization is 
unique in that it highlights the psychological shattering that can occur as a result of being 
exposed to such material. This aligns with the experiences of direct trauma survivors (e.g., 
American Psychiatric Association, 2013) and allows for further explication of the emergent 
field of vicarious posttraumatic growth (VPTG; Arnold, Calhoun, Tedeschi, & Cann, 2005) 
as discussed below.  
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Trauma clinicians are routinely exposed to highly distressing stories as part of their 
work (Author & Author, 2013). These stories have the ability to shatter existing global 
beliefs and raise questions regarding the meaning and purpose of life, or the fairness and 
controllability of the world (Janoff-Bulman, 1989; Park, 2010; Park & Ai, 2006). The 
clinician will experience a feeling of internal distress when there is discrepancy between their 
existing beliefs and appraised meaning of client stories (Park & Folkman, 1997). The 
clinician might engage in an effortful process of meaning making to reduce this discrepancy 
and ameliorate the shattering of their assumptions (Janoff-Bulman, 1989; Park & Folkman, 
1997). If a clinician is suffering from vicarious trauma, their beliefs are said to become 
increasingly negative in five key areas – trust, safety, control, esteem, and intimacy (McCann 
& Pearlman, 1990; Pearlman & Saakvitne, 1995).    
Increasing empirical attention has been paid to VT, and signs of VT have been 
reported in groups of clinicians working with sexual and physical abuse survivors (e.g., 
Moulden & Firestone, 2007; Schauben & Frazier, 1995; Steed & Downing, 1998), survivors 
of military combat (e.g. Linnerooth, Mrdjenovich, & Moore, 2011), survivors of domestic 
and family violence (e.g., Ben-Porat & Itzhaky, 2009; Iliffe & Steed, 2000) and survivors of 
single traumatic accidents (Sabin-Farrell & Turpin, 2003). A group of clinicians that remains 
relatively unexplored is those working with people from refugee backgrounds. The United 
Nations High Commissioner for Refugees (UNHCR, 1951, p. 6) defines a refugee as anyone 
who “owing to a well-founded fear of being persecuted for reasons of race, religion, 
nationality, membership of a particular social group or political group, is outside the country 
of his nationality and is unable, or, owing to such fear, is unwilling to avail himself to the 
protection of that country.”   
People who emigrate as refugees typically experience several human rights violations, 
such as physical and sexual assault, family separation, food shortages, and exposure to mass 
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executions (Tempany, 2009). These violations can lead to feelings of shame, anger, grief, 
helplessness, humiliation, and immense loss (Burnett & Thompson, 2005). In turn, people 
from refugee backgrounds are at heightened risk of developing adverse psychopathology 
(Schweitzer, Greenslade, & Kagee; 2006; Steel, Silove, Bird, McGorry, & Mohan, 1999; 
Steel, Silove, Phan, & Bauman, 2002). There is a tendency to find higher rates of clinical 
disorders among this group; with the most common being posttraumatic stress disorder and 
major depressive disorder (e.g., Davidson, Murray, & Schweitzer, 2008; Steel et al., 2009; 
Tempany, 2009).   
A refugee is a person who by definition has been subjected to significant amounts of 
trauma (UNHCR, 1951). It seems logical that clinicians working with this group of people 
might struggle when exposed to their stories. There is anecdotal evidence to suggest that such 
clinicians commonly experience symptoms of VT. For instance, one group of clinicians (N = 
13) responsible for providing psychological services to people of refugee backgrounds had 
personal narratives surrounding their work that paralleled client experiences (Century, 
Leavey, & Payne, 2007). Furthermore, the most frequently used words to describe their 
experiences were “overwhelmed”, “tortured”, “struggled”, “isolated”, “frustrated”, 
“exhausted”, “powerless” and “helpless” (Century et al., 2007). In a sample of interpreters (N 
= 18) working with refugee people, more than half admitted to being negatively affected by 
client stories of torture and trauma. Most of the interpreters found it difficult to separate from 
clients and their stories, and some ruminated on stories for extended periods of time 
(Doherty, MacIntrye, & Wyne, 2010). They reported feelings of “sadness”, “anger”, 
“helplessness”, “guilt”, and “powerlessness” in response to their work (Doherty et al., 2010). 
Another study of interpreters (N = 15) revealed similar emotional reactions, and the 
investigators found that participants reported a short-term increase in their distress (Miller, 
Martell, Pazdirek, Caruth, & Lopez, 2005).   
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In all of the aforementioned studies, simultaneous positive outcomes were reported 
(Century et al., 2007; Doherty et al., 2010; Miller et al., 2005). Trauma workers in general 
have noted gains in their relationship skills, increased appreciation for the resilience of 
people, satisfaction from observing growth, and reward for being part of a healing process 
(Herman, 1995; Pearlman & Saakvitne, 1995; Schauben & Frazier, 1995; Shakespeare-Finch 
et al., 2003). Century et al. (2007) found that hearing client stories provoked feelings of 
“amazement”, “admiration”, and “warmth” within the aforementioned group of clinicians. 
Similarly, Miller et al. (2005) found that the interpreters were quick to comment on how the 
work had enriched their lives and deepened their sense of compassion. Several aspects of 
interpreting work were described as rewarding including the relationship shared with the 
client, the inherent learning opportunities, the ability to witness client change, and the sense 
of gratitude expressed by clients (Doherty et al., 2010). These findings suggest that positive 
and negative outcomes of trauma work can (and often do) co-occur.  
An emerging trend in the literature is to explore the potential positive outcomes of 
trauma work (Cohen & Collens, 2012). A large number of clinicians appear to cope well with 
exposure to potentially traumatizing material, and some even report positive transformation 
or VPTG (Arnold et al., 2005; Author & Author, 2013). This concept of VPTG originates 
from the research on posttraumatic growth (PTG) that was pioneered by Tedeschi and 
Calhoun (1995). They defined PTG as positive psychological change that results from 
engaging in the struggle associated with traumatic or highly challenging circumstances 
(Tedeschi & Calhoun, 1995). Recent research has demonstrated that this psychological 
change can be accompanied by analogous behavior change (Author & Author, 2012). PTG 
has been conceptualized as comprising of three broad domains namely changes in self-
perception, changes in interpersonal relationships, and changes in life philosophy (Tedeschi 
& Calhoun, 1996).  
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VPTG can be understood using the same constructivist framework as VT (Cohen & 
Collens, 2012); that client stories have the ability to challenge existing beliefs and clinicians 
can mobilize cognitive restructuring resources to reduce an ensuing level of cognitive 
dissonance (Janoff-Bulman, 1989; Park & Folkman, 1997). Unlike VT, clinicians are said to 
experience a positive shift in their beliefs when experiencing VPTG (Arnold et al., 2005). 
There are findings to suggest that growth amongst clinicians reflects gains made in the same 
three areas as survivors themselves (Arnold et al., 2005). The positive outcomes of trauma 
work however, are often mentioned tangentially in the context of more comprehensive 
explorations of negative outcomes, and there is limited research dedicated to VPTG (McCann 
& Pearlman, 1990; Steed & Downing, 1998).   
Only two known studies to date were designed to explore VPTG. In their landmark 
article, Arnold et al. (2005) examined how a sample of trauma therapists (N = 21) had been 
affected by their work. The entire sample reported some type of negative response to their 
work, yet simultaneously reported positive outcomes such as gains in empathy, compassion, 
tolerance and sensitivity; improved interpersonal relationships; deeper appreciation for 
human resilience; greater appreciation of life; a desire to live more meaningfully; and 
positive spiritual change. A similar study conducted by Splevins, Cohen, Joseph, Murray, and 
Bowley (2010) found reports of negative and positive outcomes associated with interpreting 
for people of refugee backgrounds (N = 8). This sample described feeling a sense of joy, 
hope, admiration and inspiration; reward for witnessing client recovery; and a desire to live a 
deeper and more purposeful life. Both studies provided support for the notion of VPTG 
(Arnold et al., 2005; Splevins et al., 2010). The growth reported by the participants aligned 
with the domains identified by Tedeschi and Calhoun (1996). Furthermore, the participants 
engaged in similar cognitive processes to that of trauma survivors whereby the dissonance 
pre- and post-trauma was reduced by accommodating new trauma-related material.   
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An increased understanding of how trauma workers can foster such positive outcomes 
has important clinical implications like enhanced clinician wellbeing, increased role 
retention, and improved therapeutic outcome (Author & Author, 2013). There is currently a 
paucity of information regarding how to foster such outcomes among clinicians. As such, our 
study adds unique insight by focusing on the wellbeing of clinicians who are vicariously 
exposed to trauma. We aim to provide further understanding of VT and VPTG, and 
suggestions on how to effectively manage clinician distress and foster opportunities for 
personal growth. Our study is a longitudinal qualitative design that captures the personal 
narratives of trauma workers at two time points, and permits the comparison of salient themes 
across a one-year period. We are therefore not only adding to the scant literature regarding 
the lived experiences of clinicians working with people from refugee backgrounds, but also 
providing a richness of data that is inaccessible using quantitative or cross-sectional 
methodologies.   
Method 
Participants 
All participants were recruited from a not-for-profit organization responsible for providing 
psychological services to people who identify as refugees, asylum seekers, displaced persons, 
or migrants, and have suffered torture and trauma prior to migrating to Australia. This 
organization operates within an inner-city suburb of Brisbane, Queensland. The sample (N = 
17) was comprised of front-line clinical (n = 13) and administrative staff (n = 4) at Time 1. 
Please refer to Author and Author (2013) for a more detailed sample description. As expected 
with longitudinal designs, we encountered an attrition rate of 29% at Time 2. A total of five 
staff members had left the organization between the initial and follow-up interviews a year 
later. Of the five staff members, three had expressed a desire to change jobs at the initial 
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interview, and one was acting in a temporary position. We were able to conduct follow-up 
interviews with all staff that remained at the organization.  
The sample that participated in the follow-up interview (N = 12) was comprised of 
front-line clinical (n = 9) and administrative staff (n = 3), which accounted for 30% of the 
total number of staff in the organization. The sample contained 1 man and 11 women who 
ranged from 32 to 53 years of age (M = 40.5; SD = 7.1). Most of the participants had been 
migrants themselves as the sample comprised people from South America (33.3%), Europe 
(16.7%), Africa (16.7%) and Australia (16.7%). All of the participants engaged in the 
interviews without the need for an English-speaking interpreter. Half of the sample had 
completed a psychology-related degree (50.0%), and a smaller proportion had completed a 
social work-related degree (20%). The average amount of time participants had spent 
working in the trauma field was 8.6 years (SD = 6.0), and they had an average of 26 hours 
(SD = 12.1) in direct client contact per week.   
Procedure 
Following organizational and ethical approval from the University Human Research Ethics 
Committee, all existing staff members were informed of the project via email. A participant 
information sheet that contained a brief project description, the potential risks and benefits of 
the project, inclusion criteria, confidentiality, and a consent form was attached to the email. 
Those who were interested in participating contacted the researcher (via email or telephone) 
and returned the signed consent form. The interviews were conducted on-site at the 
organization by the lead author. Each interview was audio-recorded and later transcribed 
verbatim, but special care was taken to remove any potentially identifying information from 
the final data set used in the analyses. 
Semistructured Interviews. All participants engaged in two semistructured 
interviews. The initial interview was 45 to 60 minutes, and the follow-up interview was 30 to 
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45 minutes. The aim of the first interview was to examine the lived experiences of people 
working with survivors of refugee-related trauma, with a particular focus on how participants 
made sense of the stories they heard and if they experienced any positive outcomes from their 
work. Each interview began with a neutral, open-ended question relating to participant role 
(i.e., “What do you do here? What is your role?”). The interview schedule contained two 
open-ended main questions, and several prompt questions that were used when necessary. 
The aim of the second interview was to explore any change in the experience of 
participants across time. These follow-up interviews were conducted a year after the initial 
interviews. Each interview began with a neutral, open-ended question but this time related to 
changes that had occurred (i.e., “What has been different since our last interview?”). The 
follow-up interview schedule contained four open-ended main questions, and several prompt 
questions that were asked when needed. As is typical with qualitative semistructured designs, 
the unique interaction between the interviewer and interviewees shaped the course of the 
initial and follow-up interviews. It was important for participants to freely express their 
experiences as well as the meanings attached to their experiences.    
Data Analysis 
The data were explored using interpretative phenomenological analysis (IPA; Smith, 1996). 
This approach gives voice to participants and the meaning they assign to their experiences. 
Existing research was used to inform rather than drive the analysis or impose a priori 
assumptions on the data. IPA allowed for salient domains of the lived experiences of working 
with people from refugee backgrounds to emerge. Interpretation was adherent to a contextual 
constructionist view that highlights reality is subjective and dynamic in nature, and informed 
by personal and social constraints (Smith, 1996; Splevins et al., 2010). To account for the 
researcher’s subjective reality, IPA suggests undertaking a reflexive approach (Findlay, 
2009). This involves constant reflection throughout the analytic process to avoid 
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disenfranchising the voice of participants with the researcher’s own assumptions, 
presumptions, and constructions of meaning (Findlay, 2009).  
 The data analysis was embedded within the idiographic and iterative process of 
interviewing, and was conducted manually. As such, the lead author performed an initial 
coding of each transcript on completion of the interviews. The subsequent transcripts were 
coded using the same initial themes, or themes were adjusted to more adequately capture 
underlying meanings. After all the transcripts were coded, the lead author utilized a reflexive 
approach to review these codes before collaborating with an external rater. This process 
involved cross checking the themes that emerged from their analyses, and reaching a 
consensus regarding the experiences of participants.  
The analysis involved five separate stages as is congruent with the methodology of 
IPA. In the first stage, participant constructions of meaning were prioritized. The following 
exemplary quotes demonstrate attention to meaning. One participant said, “I would just leave 
a client after hearing their story, and just burst into tears” and “Initially I got affected [by 
work], it took me a while to actually deal with it.” Although both quotes relate to an 
emotional response, the latter is in the context of adjusting to the work and the former is in 
response to client traumatic material. In the second stage, emergent constituent themes were 
coded following several readings of the transcripts. In the third stage, the codes that 
comprised constituent themes were clustered into superordinate themes. The construction of 
these superordinate themes was based on the overarching dimensions of the interview 
narratives. In the fourth stage, the data were interrogated nomothetically and in the fifth 
stage, the themes identified within each transcript were merged to create a master table of 
superordinate themes, constituent themes, and exemplary quotes (Smith, 1996).  
 As mentioned above, the lead author performed the initial analysis but to ensure the 
validity and reliability of the identified themes, an external rater analyzed a subset of the 
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transcripts using the same procedure. A sound level of inter-rater agreement was obtained 
adding to the rigor of interpretation. Evidence of this inter-rater reliability was in the 
independence of identifying the same constituent and superordinate themes. Two additional 
methods were used to ensure the integrity and credibility of the data, and these methods are 
specific to IPA. Internal coherence refers to whether the argument presented in a study is 
internally consistent and supported by the data. Presentation of evidence refers to providing 
sufficient data to enable readers to evaluate the interpretations (Smith, 1996). As such, 
exemplary participant quotes are incorporated in the section below for transparency of 
research outcomes.   
Results 
A total of 5 superordinate themes and 19 constituent themes emerged from the interview data 
at Time 1 and Time 2. The five superordinate themes were (a) vicarious traumatization, (b) 
vicarious posttraumatic growth, (c) challenges for clinicians, (d) rewards for clinicians, and 
(e) coping strategies and resources. Please refer to Figure 1 for a visual depiction of these 
themes, as well as the constituent themes and individual facets identified during analysis. 
There was a considerable degree of overlap between the superordinate and constituent themes 
across the two time points, and negligible differences in the themes expressed by front-line 
clinical versus administrative staff. As such, the term ‘clinicians’ is used throughout and is 
inclusive of administrative staff to protect the anonymity of these participants. The following 
section outlines the consistent themes at Time 1 and Time 2, followed by the divergent 
themes that emerged at Time 2.  
INSERT FIGURE 1 ABOUT HERE  
Consistent Themes at Time 1 and Time 2 
 Vicarious Traumatization (VT). Ten clinicians (83.3%) reported symptoms of VT 
as a result of their work. VT was often described as an inherent risk of supporting people 
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from refugee backgrounds. One clinician said, “We always have vicarious trauma, it’s just 
something that you can’t avoid when you work with people who have had such trauma in 
their lives.” Nine clinicians (75%) admitted to experiencing strong emotional reactions, 
which is a defining symptom of VT, typically in response to hearing client stories.  One 
clinician said, “I would just leave a client after hearing their story, and just burst into tears.” 
Another clinician said, “…Some [clients] can just look at you, and you just feel the emotion 
coming, and it just hits [you].” Half of the clinicians (50%) described a disruption to existing 
beliefs as a result of their work. It was common for participants to be “shocked” by client 
stories, and subsequently question beliefs about themselves, others and the world. This aligns 
with current conceptualizations of VT. It seemed that some clinicians struggled to make 
sense of the stories they heard and/or were left with increasingly negative beliefs.  
 
There are things that you hear that make you actually go like, “How can that happen 
to someone? How can you survive? How can you, like how can you cope and keep 
living?” You see the depression or you see the sadness, but the person keeps going, 
and you wonder how.   
  
An example of increasingly negative beliefs is evident in the following excerpt; “This 
work is always a constant reminder of death. That life has got its limits, that life can be 
completely unfair for no reason.” Four clinicians (33.3%) reported experiencing more severe 
VT symptoms akin to those of direct trauma survivors (e.g., nightmares, intrusive images). 
One participant said, “…I just got flashbacks. They are not real flashbacks, but I have this 
bad feeling from what the client has told me during the day [come back].” Another said, 
It was so intense that I was, not dissociated I think, but it was really hard for me to 
come back to reality because I have, sometimes I have clients who are really good at 
describing things, and your mind just goes through that and [starts] processing that. 
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Vicarious Posttraumatic Growth (VPTG). Eleven clinicians (91.7%) reported 
elements of VPTG (alongside VT) arising from their work. A sizeable portion described 
frequent opportunities for personal growth. One said, “I feel like I have been growing a lot 
here.” It was common for participants to report a change in life philosophy as a result of their 
work, which is a well-established domain of VPTG. Nine clinicians (75%) described a 
positive psychological shift or “opening” of their mind. For instance, “I think that we learn 
everyday something new, and it’s for us! What we learn is making us bigger, not physically 
bigger, but our minds or our views are broadened.” Another clinician said, “Your idea about 
what the world is like, it just kind of develops and it kind of crumbles, and it grows and 
blooms in all these weird ways.” Seven clinicians (58.3%) described a change in their values 
or priorities for life, and an increased sense of gratitude. One participant expressed this 
domain of VPTG by saying, “I appreciate my life a lot more after sitting with people that 
[have] just [had] the most basic rights taken away and the most basic needs.” Another 
participant said, “Knowing that these people do not have even one percent of what we have in 
our lives, helps you to appreciate what you have and to be grateful, and not to whinge about 
things.”   
Half of the sample (50%) reported experiencing spiritual change as a result of their 
work, which is another domain of VPTG. Issues of spiritual change tended to be mixed with 
some clinicians reporting an increase in spirituality, some reporting a decrease in spirituality, 
and some reporting a new sense of spirituality. One participant said, “[Work] has made me 
understand my faith better.” Another said, “I cannot believe in a God that allows so many 
people to live through so much suffering.” Another said, “I do believe in God and Jesus, but 
not the way that I used to.” Regardless of the direction of spiritual change, it was viewed as 
positive by the clinicians. Please refer to Author & Author (2013) for a more in depth 
discussion of spiritual change in this sample. 
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 Seven clinicians (58.3%) reported positive changes in their interpersonal 
relationships; most notably the nature of their relationships or the way they interacted with 
others. Many clinicians reduced their social circles to those they truly connected with and 
shared similar beliefs or values. This domain of VPTG is evident in the following excerpt.  
I think the people that I spend time with has shrunk actually. I think I spend more 
time with people that I’m closest to and, you know, have really meaningful 
relationships with, and very little time with other people that [I used to see] just for 
socializing. 
 
In terms of interacting with others, one clinician said, “It’s like deepened my 
understanding of people and maybe [helped in] being even less judgmental.” Another 
clinician said, “I learned to respect that everybody has different experiences, and what is hard 
for you maybe is not for me, this is another thing I learned from my clients.” Five participants 
(41.7%) also noticed a change in their perception of self. According to one participant, “[The 
work] makes you strong, [I’m] a stronger person than I used to be.”     
 Challenges for Clinicians. Eleven clinicians (91.7%) admitted facing a number of 
challenges as a part of their work. These challenges were beyond the scope of the concept of 
vicarious traumatization, and independently contributed to clinician distress. As such, they 
warranted further explication as additional drawbacks associated with supporting refugee 
survivors in their recovery from trauma. Ten clinicians (83.3%) were preoccupied with 
client-related challenges such as having to adapt therapy to accommodate different cultural 
backgrounds (50%); managing complex clients or clients in crisis (41.7%); witnessing client 
distress (25%); being exposed to stories of torture and trauma (25%); and dealing with family 
separation issues (16.7%). Some participants described feeling frustrated by the “slowness” 
of therapy due to cultural misunderstandings, and having to make adaptations to their 
therapeutic style as a result. One participant said, “[It] takes such a long time to be, well [for 
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them] to understand what counseling is, what it means, why [they] should talk to [us]; like 
that journey of building that relationship.” Another participant said,    
They [clients] never have a goal, and even if you give some suggestions, they 
sometimes may never say yes to any of them. You just go wherever you can go, and 
maybe after a few sessions you can be able to put [in] some goal, but sometimes you 
just know it is one step forward and two steps back, one step to the right and two steps 
to the left. It is like testing the waters all the time and just looking where you can be 
of help for the client. 
 
 Having complex clients, or clients presenting in crisis, caused additional strain for the 
clinicians through increased workload and concern for client wellbeing, and this was 
experienced as an added challenge of working with survivors of trauma. One participant said, 
“Right now I’m seeing the most complex clients I ever have, and that is very interesting, but 
very tricky too. It’s an area that I feel a little bit out of my depth.” Another participant said, 
“Occasionally when a client is suicidal, I’ve noticed sometimes in the night [that] I will think 
of them and hope they’re okay.” A number of participants spoke about the unique difficulties 
associated with directly hearing stories of torture and trauma from clients. For example, “It’s 
not like reading about it in the newspaper or seeing something on television, it’s quite 
different when it’s so personal.” A few clinicians found it challenging to work with clients 
who had been separated from their families. One clinician stated, “I am more sensitive with 
clients that are alone, that don’t have any family here, [because] you see that every day they 
are struggling a lot.” Another stated,  
Clients who have their families back in their [home] countries and, you know, [their] 
families are being tortured, kidnapped, killed, and they know that it’s very unlikely 
they will be able to see them again. I think that’s the hardest part.        
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Seven clinicians (58.3%) reported experiencing organization-related challenges like 
initial difficulty adjusting to their work-role (41.7%) and struggling with a large workload 
(25%). One clinician said, “We do a lot of advocacy as well and that’s very exhausting and 
time consuming.” Another clinician said, “Initially I got affected [by work], it took me a 
while to actually deal with it.” Another said, “I think the first six months were quite 
traumatic, and I wondered if I could do this work.”  
Rewards for Clinicians. All of the clinicians (100%) reported rewarding experiences 
from their work. These perceived benefits were beyond the three domains of VPTG, and 
thereby warranted further attention. Eight clinicians (66.7%) described feeling satisfied in 
their work and this benefit was derived from the sense of purpose they felt in contributing to 
the well-being of others. One clinician said, “The work that I do here, I mean [it] helps or 
benefits many people, so I’m happy.” Seven clinicians (58.3%) described feeling rewarded 
when they witnessed change in their clients, or evidence of their hope, strength, or resilience. 
One participant said, “Sometimes you’re just surprised by the resilience of some clients; that 
they are still able to laugh and joke about things even [though] they went through terrible 
times in their life. That is incredible!” Another participant said, 
Even though it is going to take time, even though it is going to take years, even 
though the healing is not going to be complete, you can see in clients when you work 
a long time here, you can see how life changes in ways that you never thought could 
happen. If you can see that it is like, you have this motivation to continue to work and 
to continue encouraging them to do things, helping them.  
 
Five clinicians (41.7%) experienced a sense of increased personal or professional 
development as a result of their work, and this was described as a reward of assisting people 
from refugee backgrounds. Some reported having a deeper understanding of trauma work and 
how to support clients, and some reported feeling more confident in their therapeutic skills 
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and abilities. For instance, “I think I feel much, much more comfortable when working with 
people from different backgrounds.” Four participants (33.3%) reported a feeling of privilege 
or honor in hearing client stories despite the fact this could be highly distressing.  
It feels like an absolute privilege to sit with people and hear their stories. To be the 
person that they’re willing to trust when they don’t trust anybody else; to be the 
person that they trust with that level of information, that depth of trauma and horror. It 
feels like an honor to sit with them, and to share with them. 
 
It’s an honor for me to listen to them, and many times I just thank them for sharing 
[their story]. It think most of the time when I finish the session, I just thank them for 
being open and sharing those feelings with me because it’s a privilege for me to work 
[with them] and to listen to that. 
 
 Three clinicians (25%) said that receiving positive client feedback was an additional 
reward of their work. One participant said, “I think that’s probably the biggest incentive to 
keep going, to keep doing the work, is seeing that it does make a difference, and getting 
feedback that it makes a difference.”  
 Coping Strategies and Resources. The entire sample (100%) reported at least one 
organizational or personal strategy for coping with the demands of their work. At an 
organizational level, the participants tended to rely on clinical supervision (91.7%), collegial 
support (66.7%), and professional development opportunities (41.7%). Many recognized the 
importance of supervision, and having this support readily available. One clinician said, 
“[What] helps me a lot is when the supervisor makes comments or recommendations. I just 
try to write them down and try to apply it.” Other clinicians said,  
If there is any crisis that happens through the day or anything that you heard and you 
are not happy with, and you want to talk to someone, there is someone there that can 
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hear what you’re going through. It’s really good! You won’t keep something inside 
you and take it home, at least someone is there that can listen to help. 
 
There’s a lot of support here. They make it really clear that if you ever feel you need 
to talk to someone, it doesn’t matter when it is, there is always someone you can just 
ask to speak to, whether it’s a supervisor or it’s another colleague, just grab someone 
and go and talk. 
 
Collegial support was strong throughout the organization, and it was often described 
as “vital”. For example, “There are [colleagues] around who are able to listen and understand, 
and that’s great. Without that, I think I wouldn’t be able to work, it would be very hard to 
work here.” There was an element of colleagues being able to provide support beyond a 
clinical supervisor because of shared experiences. A sizeable portion of the sample found that 
accessing professional development also helped in terms of coping with the work.  
I think it’s really important for us to be in tune all the time with all those, you know, 
like the training that we have. That’s really one thing I enjoy as well, attending all the 
training and getting information. You learn through that!     
 
The positive work environment or culture (41.7%) was highlighted as being 
supportive for clinicians. For instance, “Just being in a positive environment helps. You can 
be just a person and cry when you feel like crying, and laugh when you feel like laughing.” 
The sample reported utilizing self-care strategies (91.7%), relational support (66.7%), 
cognitive restructuring (58.3%), and work-life boundaries (50%) as personal ways of coping 
with the work. Many clinicians recognized the evolving nature of their coping strategies, and 
the important part they played in maintaining their wellbeing. One participant said, “Your 
self-care constantly evolves because the way that you used to look after yourself doesn’t 
work the same anymore because [the work] gets harder.” Another participant said, “ 
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I feel like I really need [those strategies] and I notice if I don’t get a weekend where I 
have a bit of time where I’m just purely within myself [because] my stress levels will 
go up. You get to a point where you feel, like I will feel like my ears are full from 
listening to people so intently that I just need to shut the world out for a while and just 
do something that is reconnecting for me.    
 
Numerous types of self-care strategies were reported with the most common being 
mindfulness meditation, exercising regularly, eating healthily, connecting with nature, 
developing self-awareness, and prioritizing time for one’s self. Most of the clinicians 
reported being more aware of implementing self-care as a result of their work. For example, 
“You’re always aware that you should be doing [self-care strategies], but I’m more mindful 
now and I’m more mindful of my own stress levels.” In addition to finding individual ways 
of coping, most clinicians reported reaching out to others (e.g., family, friends, partners, 
counselors, community leaders) for emotional support.  
   A number of participants reported having to alter their expectations of therapy to 
avoid feeling ineffective in their work. For instance, “I just know that in these cases you need 
to keep your expectations so low, just unbelievably low.” In contrast, other participants 
reported making conscious cognitive shifts to find positives in their work. For instance, “I 
think you have to look for the positives, only looking for more negatives is not good. I mean 
you have to look both ways, but positive is always in there.” A number of participants 
described asserting boundaries between themselves and their clients, and between their 
working and personal lives as a way of coping.  
I really feel that when I go home, home is home. I don’t, like I physically don’t want 
work at home.  It’s kind of like, “No this is not going to intrude on this space, this is 
my space,” and I don’t think about work on the weekend or when I’m at home.    
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I just need to look after myself very well because you try to be someone for [the 
clients] but you need to be clear, I need to be clear [about] what my role is [and] what 
I am here for, and make sure that I don’t go over [those] boundaries.  
 
Differences in Themes at Time 2 
The vast majority of superordinate and constituent themes were identified a year later at 
follow-up with the exception of two new constituent themes – system-related challenges and 
intrapersonal-related challenges. Eight clinicians (66.7%) reported experiencing system-
related challenges in their work. Five clinicians (41.7%) described feeling stressed by 
changes in government policy that directly impacted on their therapeutic work. One clinician 
said, “A certain thing here is that [policy] changes all the time, that is the saying … [and] 
times where there are big changes [that] can impact on a number of people, things get a little 
bit more stressful.”  
  Three clinicians (25%) reported experiencing a high level of inter-agency 
dysfunction and perceived lack of inter-agency support. This was described as an additional 
challenge of working with people from refugee and asylum seeking backgrounds. One 
participant said, “You come up against a system which is meant to be there as back up for 
support in your role, but it’s not functioning adequately. It can make you feel like the 
pressure is actually on you.” Two clinicians (16.7%) highlighted that inadequate funding is 
another system-related challenge of working with people from such backgrounds. 
I rang the hospital to talk about what their process is for admission and referrals to 
their mental health team if [my client] got worse, and they were basically saying to 
me, “Well with all the funding cuts, if you make a referral, it could be three or more 
months before we’ll get [your client] in.”  
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 A further two clinicians (16.7%) highlighted that visa restriction negatively impacted 
on client mental health, and thereby posed an additional challenge for clinicians. For 
instance, “It’s so incredibly hard because [client] distress is caused by this situation of not 
having a visa and that’s desperately all they want.” Eight clinicians (66.7%) admitted to 
intrapersonal-related challenges, such as feeling ineffective. Six clinicians (50%) described 
feeling “helpless”, “stuck”, or as if they were lacking the resources to fully support their 
clients. One participant exemplified this by saying, “You pretty much don’t feel like you’re 
achieving anything, and you feel completely hopeless, and you just can’t see that anything 
will change in their lives.” Four clinicians (33.3%) admitted to feelings of self-doubt, and it 
was common for them to ask questions like, “Is there more I should be doing? Should I be 
doing something differently?” This was an additional intrapersonal-related challenge 
associated with trauma work. One participant said, “I usually have these feelings that maybe 
[my client] should see a different counselor, a counselor that might be better and might help 
[my client] to find a way to work from a different space.” 
Discussion 
In this study, we explored the lived experiences of a group of clinicians supporting survivors 
in their recovery from refugee-related trauma across a one-year period. Five distinct themes 
emerged from the analysis including (a) vicarious traumatization, (b) vicarious posttraumatic 
growth, (c) challenges for clinicians, (e) rewards for clinicians, and (f) coping strategies and 
resources. As mentioned above, these themes were consistent across the front-line clinical 
and administrative staff. This might be due to the unique position of administrative staff in 
this organization as they were routinely exposed to client stories as part of their work-role. As 
the administrative staff experienced parallel reactions to the clinical staff, separating the 
sample was gratuitous. Furthermore, reflecting themes from the sample as a whole helped 
  23 
protect the anonymity of the administrative staff who were fewer in number than the clinical 
staff.  
Overall, the findings clearly demonstrated that clinicians can be positively and 
negatively affected by their work, and that mobilizing appropriate coping strategies can help 
to minimize distress and maximize wellbeing. Consistent with existing literature, the 
participants experienced symptomatology indicative of VT (e.g., Century et al., 2007; 
Doherty et al., 2010; Miller et al., 2005). They admitted to strong emotional reactions, 
intrusive images, and disruption to existing beliefs about self, others and the world (McCann 
& Pearlman, 1990; McLean et al., 2003; Pearlman & Saakvitne, 1995). VT is considered a 
natural response to working with trauma survivors, as defined by McCann and Pearlman 
(1990). Our results have provided further support for the notion that working with 
traumatized people from refugee backgrounds carries inherent risks for the worker, and adds 
to existing research in this area (e.g., Century et al., 2007; Doherty et al., 2010; Miller et al., 
2005; Splevins et al., 2010). 
  The analysis revealed a number of highly distressing, and unavoidable, challenges in 
working with this population that appeared to have a direct impact on clinician wellbeing. 
The sample reported facing these client-, system-, organization-, and intrapersonal-related 
challenges on a daily basis. Among the reported challenges were having to make adaptations 
to therapy for the client group; witnessing client distress; having complex clients or clients in 
crisis; dealing with constant change in government policy; dealing with inter-agency 
dysfunction; managing a demanding workload; and experiencing self-doubt or feelings of 
helplessness in the face of client trauma. The few other studies that have explored working 
with refugees have revealed similar findings (e.g., Century et al., 2007; Miller et al., 2005). 
There is evidence to suggest that the challenges for this group of clinicians are largely 
homogenous despite different organizational settings. Any clinicians struggling with these or 
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related challenges should not be made to feel lesser or inferior as they are not alone in their 
experience. Organizations might benefit from targeting support in the aforementioned areas 
because they appear to be common stressors for clinicians working with trauma survivors.  
 Despite the many difficulties associated with counseling people from refugee and 
asylum seeking backgrounds, there is evidence to suggest that this work can provide 
opportunities for positive transformation or personal growth (e.g., Splevins et al., 2010). The 
known impacts of experiencing a traumatic event have guided the research on vicarious 
trauma, and it appears that clinicians report changes in the same three domains as direct 
trauma survivors (Arnold et al., 2005; Splevins et al., 2010; Tedeschi & Calhoun, 1996). In 
line with previous findings, the current sample reported positive shifts in their life 
philosophy, self-perception and interpersonal relationships as a result of their work. As the 
majority of participants reported that their work had changed their lives in profound and 
positive ways, it seems that the potential benefits of trauma work might be more powerful 
and far-reaching than earlier studies indicated (Splevins et al., 2010). Furthermore, these 
findings suggest that theories of VT fail to fully represent the vicarious experience of 
clinicians who support survivors of refugee-related torture and trauma.  
The clinicians reported a number of additional benefits or rewards beyond the 
domains of growth outlined above as a result of working with clients from refugee 
backgrounds, and there has been mention of similar rewards in previous studies (e.g., Century 
et al., 2007; Doherty et al., 2010). Among the reported rewards were witnessing client change 
or client strength, hope and resilience; ongoing personal and professional development; and a 
sense of gratification from working with such a unique client group. A large portion of the 
sample reported actively searching for these positives in their work to avoid feeling 
overwhelmed by client trauma. These findings provide support for the notion that clinicians 
can simultaneously experience positive and negative outcomes when supporting survivors of 
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trauma. A more inclusive and less pathologizing conceptualization of trauma work might 
help clinicians to view themselves, their clients, and their work in new and empowering ways 
(Arnold et al., 2005). In turn, this could help to improve clinician effectiveness and 
therapeutic outcomes, and increase longevity of trauma workers (Author & Author, 2013).     
In adopting a qualitative longitudinal design, we were able to examine in depth the 
experiences of clinicians over a one-year period. This unique methodological approach is 
integral given the concepts of interest have been largely defined as phenomena that change 
with time. McCann and Pearlman (1990) defined vicarious trauma as the result of cumulative 
engagement with traumatic material, and they expected clinician distress to increase with the 
amount of time spent working in a trauma field. In their previous article, Author and Author 
(2013) found evidence to suggest that prevailing conceptualizations might not adequately 
capture the experience of this group of clinicians. Author and Author (2013) found that the 
initial shock of trauma work was most difficult, and clinician distress reduced over time. This 
finding is similar to that reported by Miller et al. (2005) and Splevins et al. (2010). The 
results of the current study provide further support because the clinicians did not report an 
increase in their level of distress at follow-up. It appears that the short-term distress of trauma 
work is followed by a reduction in vicarious trauma symptomatology as the clinician 
processes client stories, rework their existing beliefs, and incorporate the traumatic material.  
Clinical Implications 
Clinicians are not immune to the horrifying traumas that refugees can divulge despite 
choosing to do such work (Iliffe & Steed, 2000). Concepts like VT, remind us of the potential 
for clinicians to be psychologically harmed by their work. Clinicians who do not adequately 
cope with such distress are more likely to experience a disruption in their empathic abilities 
and reduction in their overall clinical effectiveness (Neumann & Gamble, 1995; Pearlman & 
Saakvitne, 1995; Sexton, 1999). As such, knowing how to minimize the impact of VT has 
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important clinical implications. A number of studies have explored useful organizational and 
personal coping strategies for trauma workers in general (e.g., Hunter & Schofield, 2006; 
Neumann & Gamble, 1995; Sexton, 1999) and these mirror findings from studies of 
clinicians who work with people from refugee and asylum seeking backgrounds (e.g., 
Doherty et al., 2010, Splevins et al., 2010). There is support for clinicians setting clear 
boundaries; maintaining a good work-life balance; seeking support from friends and family; 
maintaining a healthy diet and exercising; engaging in enjoyable activities; developing 
meditative and religious practices; engaging in debriefing before and after sessions; utilizing 
peer supervision; undertaking further training; limiting their number of complex clients; 
reminding oneself of limits in their work-role; and accepting that trauma work is demanding.  
In terms of clinical implications, the results from the current study were comparable 
and grouped in to organizational and personal coping strategies. Among the organizational 
strategies were accessing supervision, debriefing with colleagues, engaging in professional 
development opportunities, and developing a positive work environment. Among the 
personal strategies were self-care (e.g., mindfulness meditation, regular exercise, healthy 
eating, connecting with nature, developing self-awareness, prioritizing time to self), 
accessing relational support (e.g., partners, family, friends, personal counseling, community 
leaders), engaging in cognitive restructuring (e.g., lowering expectations of therapy), and 
establishing firm work-life boundaries.   
There was slight variation in the self-care strategies reported at Time 1 versus Time 2. 
The clinicians were more likely to endorse the use of mindfulness meditation practices at the 
initial interview; whereas they were more likely to endorse changes to workload (e.g., 
reduced working days, time off) at follow-up. This finding reflected the evolving nature of 
self-care strategies, and that clinicians might turn to particular strategies dependent on 
perceived need. A recent metasynthesis of qualitative studies examining VT and VPTG (N = 
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20) revealed that utilizing organizational and personal coping strategies helps to reduce levels 
of distress among trauma workers (Cohen & Collens, 2012). Therefore, organizations have a 
professional duty to develop preventative strategies to reduce the impact of vicarious trauma 
(Munroe, 1995); and clinicians have an ethical responsibility to monitor their own mental 
health and implement strategies that promote wellbeing (Herman, 1995).  
Strengths and Limitations  
Few studies have explored the experiences of clinicians working with people from refugee 
and asylum seeking backgrounds. With the number of displaced persons rising, and an 
increasing awareness regarding the potential impacts of trauma work, the importance of 
conducting such research is timely. Existing VT and VPTG studies are neither restricted to 
working with refugee populations (e.g., Ben-Porat & Itzhaky, 2009; Iliffe & Steed, 2000; 
Linnerooth et al., 2011; Moulden & Firestone, 2007; Sabin-Farrell & Turpin, 2003; Schauben 
& Frazier, 1995; Steed & Downing, 1998; Voss Horrell et al., 2011), nor do these studies 
always examine VT and VPTG explicitly (e.g., Century et al., 2007; Eleftheriadou, 1999). To 
our knowledge, there is no published study that has explored the lived experiences of 
clinicians working with clients from refugee backgrounds across a one-year period. As such, 
our findings add new and exciting perspectives by analyzing salient themes from personal 
narratives at two points in time. Moreover, utilizing qualitative data has allowed us to provide 
a comprehensive and richly detailed view of the ways in which these clinicians are affected 
by their work (Sabin-Farrell & Turpin, 2003).  
 The primary limitation of our study is the small and purposive sample of clinicians 
who work solely with traumatized people with refugee histories. This limits the 
generalizability of findings to other groups of trauma workers, and potentially to those who 
are working with mixed caseloads inclusive of this client group. Despite this limitation, there 
is evidence to suggest that working with this population carries additional risks and rewards 
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when compared to other areas of trauma work (e.g., Century et al., 2007; Doherty et al., 
2010; Miller et al., 2005; Splevins et al., 2010). As such, a more specialized and in depth 
approach to sampling was warranted. Another potential limitation is the attrition rate between 
the initial and follow-up interviews. For example, those five clinicians who left the 
organization between the initial and follow-up interviews might have been struggling 
compared to those who remained at the organization. As a result, our findings might 
overestimate the likelihood of experiencing rewards and personal growth. This however, 
seems unlikely based on existing VPTG research (e.g., Arnold et al., 2005; Splevins et al., 
2010). Nevertheless, future researchers would benefit from conducting interviews with any 
clinicians who drop out of the research to obtain a more comprehensive understanding of 
their experiences. Another potential limitation is the impact of the interviewer-interviewee 
relationship on emergent themes at follow-up. The clinicians were more likely to report 
feeling ineffective in their work at the follow-up interviews. This suggests that prevailing 
rapport might have allowed for the clinicians to admit to feelings of self-doubt and 
helplessness more so than if they had participated in a single interview at only one time-
point. Regardless, finding that clinicians experience feelings of ineffectiveness is valuable 
information because it parallels findings of existing studies (e.g., Century et al., 2007; 
Doherty et al., 2010; Miller et al., 2005).  
 We acknowledge there is a degree of overlap or intersection between VT and the 
challenges for clinicians, and VPTG and the rewards for clinicians. This speaks to the 
complexity of the data, and the web of experiences clinicians are likely to face when 
supporting survivors from refugee and asylum seeking backgrounds. We have attempted to 
present the data in a way that is accessible to the reader, and hence have created a neat 
categorization of themes as seen in Figure 1. This however, must not be mistaken for an 
assertion that VT and VPTG are easily defined and independent constructs. As this study is 
  29 
among the first to examine VT and VPTG in clinicians who support refugee survivors in their 
recovery from trauma, further research is needed to help untangle the apparent multitude of 
experiences such clinicians are likely to encounter.  
Summary 
There seem to be inherent stressors and gains for clinicians who support survivors in their 
recovery from refugee-related trauma. Through empathic engagement and exposure to 
potentially traumatic material, existing schemas or beliefs are challenged and a clinician can 
experience VT or VPTG as a result (Cohen & Collens, 2012). The experiences of clinicians 
appear to remain relatively stable across time, and this indicates that prevailing 
conceptualizations of VT or VPTG might benefit from revision as concepts that change with 
time. A number of additional challenges and rewards have direct impact on clinician well-
being, and care must be taken to ensure that the risks of trauma work are minimized. 
Organizations could benefit from targeting the client-, system-, organization-, and 
intrapersonal-challenges identified in our research to help minimize clinician distress. 
Clinicians might also benefit from developing a broad repertoire of coping strategies, such as 
those outlined above, to maximize the likelihood of experiencing rewards and other positive 
outcomes from their work. Although inherently difficult, supporting refugees can provide 
unique opportunities for personal growth.  
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